Human behaviour and infection prevention and control are two areas that are inextricably linked. This edition of the Journal of Infection Prevention (JIP) is the perfect example with its focus being hand hygiene (HH) . HH is arguably the most important behaviour that we healthcare practitioners can engage in to protect our patients from harm. It is certainly considered the most important behaviour in preventing healthcare-associated infections (HCAIs) (World Health Organization (WHO), 2009). Let us therefore consider some of the content of this edition of JIP from a 'human behaviour' and 'behaviour change' perspective.
The qualitative study by Seal et al. investigated the attitudes of people in hospital toward being part of a solution to the problem of HCAIs. Fifteen surgical inpatients in an Australian hospital contributed their views. One of the questions put to patients was about their willingness to ask a practitioner to clean their hands. Responses were mixed, some patients identified being comfortable to do so whereas others said they were unlikely to ever feel sufficiently confident to take such an approach. Some patients reported that to prompt a practitioner would leave them feeling embarrassed while others worried they might 'upset' or be seen to be 'interfering' or 'critical' of the practitioner's work. This paper reconsiders the potential effectiveness of patient prompts influencing the HH behaviour of practitioners, how practitioners might perceive prompts from patients and whether or not patients would like or should have some responsibility in ensuring they receive optimal care.
Cole reports a discourse analysis of 359 hand hygiene policies from acute, primary care and mental health NHS trusts in England. One striking finding from this study was the included policy documents typically began by illustrating the morbidity, mortality and cost associated with HCAIs along with citing HH as the solution to this. Policies also invariably highlighted the notion that HH is everybody's business. These strategies may influence our behaviour not only through offering us knowledge about what we should do but also by seeking to influencing our beliefs about the outcomes of HH (or lack thereof) and by appealing to our sense of professional responsibility. It would be interesting to know if the contributors to policies intentionally and deliberately sought to influence our behaviour by means other than the provision of information. And if so on what basis these specific behaviour change strategies (rather than others) were selected. Could we inject more behaviour change strategies into our written policies? Perhaps we might consider the inclusion of the voices of our patients (as discussed by Seal et al.) . Currently HH policies tend to be written by a group of senior clinicians and managers rather than front line staff. Cole questions the logic of this and suggests that those engaged in direct patient care would be better placed as they have a better understanding of the complex barriers to HH. Front line practitioners might also be best placed to address the implicit coercive and punitive language Cole found in the HH policies. There is evidence that encouragement and support influences behaviour ; coercive and punitive language replaced with an overt tone of encouragement and support throughout HH policy documents may give them more weight in influencing practitioner HH behaviour.
Kaur et al. investigated the range of educational strategies employed in medical schools in Australia and the perceived usefulness of these in promoting HH. The authors also investigated factors that might undermine these educational interventions. Practical exercises, reflection and online materials were considered likeliest to positively influence HH. However, exposure to negative role models in practice was found to undermine this education. Again we might reflect on how the strategies that were the most effective were not simply designed to impart knowledge. Practical exercises may impact more on HH skills than HH knowledge and influence our habits and reflection allows us to consider what best supports our practice as individuals and may reinforce our memory. Role models (positive or negative) could influence behaviour through our need to 'fit in' or belong to a particular environment. Again we might wonder whether these educational interventions for medical students were designed with behaviour change theory in mind or whether they evolved by way of trial and error.
While there are many studies estimating hand hygiene compliance in a range of healthcare environments in many countries worldwide, Leblebicioglu et al. are the first to consider this issue within hospitals in Turkey. They evaluate the impact of a multifaceted intervention consisting of:
(1) administrative support; (2) available supplies; (3) training; (4) reminders; (5) surveillance; and (6) feedback on HH compliance in 12 Intensive Care Units in different hospitals. Evaluation was based on observation of over 21,000 HH opportunities over an 8-year period. Baseline HH of 28.8% compliance rose to 43.4% within the first 3 months of the study and was sustained at 48.7% after 2 years. As time progressed, fewer ICUs remained in the study but for those that did, HH compliance improved greatly over the duration of this study. There are some necessary prerequisites to good HH and available supplies and knowledge may be considered two of these. But again in this multifaceted intervention we see a range of strategies aimed to influence our behaviour, prompts in case memory is the problem, and monitoring and feedback to increase our awareness of our behaviour and encourage us to strive to improve. But some of these strategies are different to those identified by Kaur et al. (e.g . the possible impact of role models) and different again to those considered by Seal et al. (e.g. patient prompts) . Which might lead us to ask again, how did those delivering this programme choose the range of interventions they included? Was this selection based on intuition, assessed need or something else?
In this edition of JIP we have a journal that considers a broad range of HH-related issues including patients' views, policy documents, an intervention in hospitals in Turkey and medical student education in Australia. But if we consider these papers through a lens of 'human behaviour' and 'behaviour change', what do we have? A long and impressive list of behaviour change strategies. Some of the papers included in this edition tested, suggested, discussed or recommended strategies to support HH. These strategies include patient involvement (Seale et al.) , policies that target outcome expectancies and our sense of professional responsibility (Cole), educational interventions that target skills, reflection on our individual performance, the impact of role models (Kaur et al.) , the use of prompts, monitoring and performance feedback (Leblebicioglu et al.) .
The papers included in this edition of JIP remind us that while HH itself is a relatively simple procedure, it takes place within complex care environments among a great number of other procedures and as such there are many barriers to a high level of compliance but we have knowledge on a range of behaviour change strategies. Best practice is to underpin complex interventions with appropriate behaviour change theory (Craig et al., 2008) and to ensure the interventions we choose are tailored according to our individual barriers in practice (Baker et al., 2010) . Perhaps our next challenge with regard to HH as an example of human behaviour is to be invariably systematic and explicit in addressing these two issues.
